Family caregivers are an irreplaceable resource for the mental health services system and the pillars on which the system currently rests. Addressing the needs of these caregivers is therefore crucial for the survival of the system. This paper will present findings from a qualitative study that aimed to explore the experiences and needs of family caregivers whose relatives were at various stages of recovery from mental illness. Participants for the study were members of carer support groups as well as non-member caregivers from various regions of Sydney, Australia. The findings highlight the heterogeneity among caregivers, the diversity in their needs, and the difficulties they experience in accessing support from public mental health services.
T he closure of large psychiatric institutions and the steady decline in funding for community services has forced family caregivers, particularly women, to shoulder increasing responsibility for the care of relatives who experience mental illness. Families are now the lifeline for many people who experience mental illness. Studies show that as many as 75% of individuals discharged from psychiatric hospitals after an episode of illness return home to live with their families. In the case of individuals who do not reside with their families, as many as 90% stay in regular contact (Lehman & Steinwaches, 1998; Skinner, Steinwaches, & Kasper, 1992; Lefley, 2000) .
A substantial body of research documents the stress experienced by caregivers as a consequence of caring for their mentally ill relatives. As early as 1966, Hoenig and Hamilton made an important contribution to this research by identifying two types of stress associated with caregiving-subjective burden and objective burden (1966) . Subjective burden refers to "the individual's personal appraisal of the caregiving situation and is associated with the emotional reactions of shock, grief, anxiety, anger, worry, guilt and fear resulting from mental illness in a relative" (Schene, 1990; Marsh, 1998) . Objective burden is defined as "observable concrete costs to the family resulting from mental illness" (Maurin & Boyd, 1990 ) and includes, among other things, disruption to the household, financial difficulties, and impact on marital and other familial relationships (Hatfield, 1997) . In the current context of community-based care, the stress associated with caregiving is often exacerbated because of brief inpatient treatment, poor follow-up care, and lack of support services.
Research on the impact of caregiving stress on family members and their needs for support is relatively of recent origin (Lefley, 1997) . There have been several barriers to investigating these areas. Research during the 1940s to the 1960s viewed the family as causing mental illness and resulted in family carers feeling blamed and criticized by treatment professionals for their caregiving role (Lefley, 1997) . The Expressed Emotion (EE) studies by Leff and Vaughn (1985) absolved families of being causative in the illness but implied that families that have high levels of EE perpetuate mental illness in the family member (Lefley, 1992; Hatfield & Lefley, 1987) . Lefley argues that family caregivers are "a potentially at-risk population whose needs may equal or even outweigh those of the persons around whom they revolve" (1997) . The health risks associated with caregiving are confirmed by an Australian study in which 30% of the 1500 caregivers surveyed mentioned being mentally exhausted, stressed, bored, frustrated, and easily upset. Most attributed these problems to the stress of caring, social isolation, loneliness, changing relationships, loss, and grief (Curtin & Lilley, 2001) .
Increasing recognition of the stress experienced by caregivers has prompted governments and service providers in several countries to invest in education and support programs aimed at helping caregivers to cope with this stress and deal with the problem behaviours associated with the illness. Studies have suggested that these programs can also save the cost of hospital care, reduce the frequency of hospitalization, and lessen the need for crisis support (Dixon & Lehman, 1995; Solomon, 1996) . Carer support groups have also grown in number and are now considered an important source of social support. However, a limitation of many such programs is that they do not address the diversity among caregivers in their experiences and needs for support. Caregivers' experiences and needs may vary considerably depending on several factors such as their age, their years of caregiving experience, the stage of illness in the family member, the level of support the caregiver experiences, their stage in the family life cycle, and their relationship to the care recipient (Hatfield, 1997; Karp & Tanarugsachock, 2000) . If the needs of caregivers are to be effectively met, these differences must be considered when designing caregiver support programs. The aim of the current study was to contribute to the understanding of the support needs of caregivers who had varying years of caregiving experience and whose relatives were at different stages of recovery from mental illness. Another aim of the study was to explore caregivers' perceptions about the role of mental health services in addressing their support needs.
Methodology
This study was part of a larger pilot research project that examined the experience of caregiving, the social networks of caregivers, and their health and coping strategies. Caregivers were identified as those who lived with the care recipient, provided ongoing support, and maintained regular contact. In order to achieve the aims of the study it was necessary to use a heterogeneous sample of caregivers. Carer support groups have members with varying years of caregiving experience. They are largely self-help groups, and receive some funds from the local community mental health centres to provide support programs for caregivers.
A non-government organization called Association of the Friends and Families of the Mentally Ill (ARAFMI), which was a cosponsor for this research, contacted support group coordinators from different regions across Sydney to seek their assistance in organizing participants for the study. Three coordinators volunteered their support. Twenty-six caregivers, including the group coordinators, participated in the study. None of the participants was employed by mental health services. Three focus groups were held in each of the three regions. The venue was either a community centre or a room used by the caregivers within the grounds of the local hospital.
Before the focus group discussions, each caregiver was invited to complete an Experience of Caring questionnaire, which requested details on their sociodemographic characteristics, social networks, health, and ways of coping. The purpose of the focus group discussions was to elicit the participants' spontaneous accounts of their experiences and the support they received from mental health professionals. The remaining participants were drawn from among caregivers who did not attend carer support groups. They were contacted with the help of case managers of a local community mental health service in Western Sydney. Ten nonmembers agreed to participate but declined to attend a group meeting due to reasons of age, ill health, time constraints, and transport difficulties. These participants were interviewed individually either in their own homes or at the community health centre. Informed consent was obtained from each participant for audiotaping the interviews and focus group discussions.
The primary open-ended questions used to lead the interviews and focus group discussions were:
1. What are some of your experiences as a caregiver? 2. What has been your experience of the mental health services in your area? 3. What are your suggestions on how your needs can be better met?
Each of these primary questions was followed by probing questions designed to elicit more complete stories from the caregivers. The audiotaped interviews and discussions were transcribed verbatim for later analysis. The transcribed data were analysed using content analysis and a constant reiterative comparative method as described by Miles and Huberman (1994) . A four-step method was used to analyse the data: Table 1 shows that 30 (84%) of the participants were female, mostly mothers in the 50 and above age groups. Caregiving experience ranged from less than 2 years to more than 10 years with 24 (64%) of the participants having more than 6 years of caregiving experience. NonEnglish-speaking caregivers from European and Asian backgrounds were poorly represented, as were spouse and sibling caregivers. Within this mixed sample, two groups with special needs were identified-the elderly, and grandparent caregivers. Table 2 shows that the care recipients were diverse with respect to their age, the years of illness, and stage of recovery. Although a significant number (38%) lived independently, the findings show that they maintained regular contact with their caregivers, irrespective of their living arrangements. The most commonly reported diagnosis was schizophrenia. Twenty-five (68%) of the care recipients had the illness for more than six years and a significant proportion (44%) had remained relapse-free for more than two years.
Results

Characteristics of Caregivers and Care Recipients
The themes that framed the participants' experiences and their perception of the role of mental health services in meeting their needs were (1) common concerns around critical phases of the illness; (2) attitudes of mental health professionals; (3) needs of specific caregiver groups; and (4) lack of psychosocial rehabilitation services. These themes are discussed in the following sections.
Common concerns around critical phases of the illness. The interviews suggested two phases of the illness that were common concerns for all participants irrespective of their years of caregiving experience. These were the onset of crisis and the discharge phase. The onset of crisis was mentioned as a catastrophic stressor for the entire family. Participants reported experiencing a strong sense of helplessness and a loss of control, fears for their own and their relative's safety, and a lot of disruption to the household. All but two of the participants said that they had felt let down by the mental health professionals at this critical time. The following anecdote from a mother of person diagnosed with schizophrenia highlights the emotional trauma that caregivers undergo in the face of an escalating crisis and the considerable difficulties they experience in convincing mental health services about the trauma they experience. My son had a very unusual presentation. He had gone into a catatonic state and I called the crisis team, who responded promptly and admitted him into intensive care for 3 days. The second time I called them for help (the same 2 people who had admitted him the first time) and told them that my son was becoming sick again and needed admission, they said that they would not admit him unless he had hit 'rock bottom.' I was phoning them every day and was begging them to admit him as I could see that his condition was deteriorating. He had been roaming the streets for three days, had no food, hadn't slept, had only a teeshirt on. If this is not rock bottom then what is… In the end he was picked up by the police.
There were differences among participants in how they dealt with the crisis. While new caregivers (those with less than two years of caregiving experience) awaited help from mental health professionals, experienced caregivers said that they seldom depended on help from the mental health system. Instead, they resorted to help from the police when their relative's behaviour started becoming disruptive or aggressive. Although it hurt them immensely to see their relative being "taken away in a paddy wagon and not for having committed any crime" they felt that resorting to police help had at least saved their relative's life.
However, calling the police or taking out an apprehended violence order (AVO) against their relative had repercussions, as their relative often turned against them or other family members once they were discharged from police custody or from the hospital, often in only a partially improved state. Participants said that having access to a caregiver crisis-support service could help to alleviate the anxiety, distress, and fear they experienced at the time of the crisis. Participants who had attended support groups wanted the crisis team members to attend their group meetings on a periodic basis. They felt that this would not only help to sensitise these workers about the needs and concerns of caregivers in times of crisis but also build better trust and cooperation between them and the crisis team.
The discharge phase had been equally critical for participants. Almost 85% felt as if they were "thrown into the deep end" when their relative was discharged. New and inexperienced caregivers said that they were given little information or advice on how to deal with their relative when they were discharged. The following anecdotes express the anguish experienced by caregivers:
One of my worst experiences was when I became aware of the hopelessness of the resources, how inadequate they were. I was shocked when my son was discharged without any follow up care. All that he was given was a photocopy of boarding homes. I was left entirely on my own to finding any kind of accommodation and doing all the basic things such as putting him back on the dole, helping him to sort out his bank account. I found it very difficult to access any kind of services, let alone the mental health team. I felt drained physically and mentally.
Only eight participants (22%) said that their relative had some level of ongoing case management. They felt that lack of follow-up care and information on discharge had often led to situations where they did and said the wrong things mainly out of anxiety for the well-being of their relative. When their relative had a relapse and was re-hospitalised they felt guilty and remorseful and tried to make amends by doing things they felt their relative would appreciate. However, this served only to exacerbate the hostility that their relative felt towards them. Two mental health services routinely offered educational support programs for caregivers. The small number of participants (5) who had attended these sessions found them useful, as they had learnt more about the illness and some ways of coping, but they said what they really needed was timely support and specific advice on how to manage during the critical phases of the illness-crisis and discharge.
Professional Attitudes Toward Caregivers
All the participants in this study had experienced varying levels of powerlessness and invalidation in their interactions with mental health professionals. They said that often mental health professionals did not listen to what they had to say, rarely asked for their opinions, or took an 'expert' stand and did not involve them in decisions about the ongoing treatment and care of their relative. Except for three elderly caregivers who expressed resignation and did not expect professional attitudes to change, the others expressed frustration and sometimes anger at these attitudes. New caregiver participants said they felt very anxious and worried when professionals did not tell them "what was going on" with their relative. A participant from a non-English-speaking background, who had been referred to a support group only recently after 20 years of caregiving, felt that her recently diagnosed cancer was a culmination of the stress and isolation that she had experienced for several years. Another participant from an Asian background who was the sole caregiver for her mentally ill husband of 15 years said that her only source of support was her ethnic church group who visited her once a fortnight. At least five participants believed professionals had conveyed feelings of guilt and blame.
Of particular interest in this context were the participants' feelings about the issues of confidentiality and privacy of information. Those who were familiar with the system were critical about these issues because they felt they were used by professionals as an excuse to exclude the family in decisions on care and treatment: "The issues of confidentiality and privacy seem to be helping the medical profession more than anything else. The doctors can safely hide behind it to keep away from having to deal with the family." Others felt that doctors had little incentive to work with families. Three participants said that breaches in confidentiality had led to family conflict, and in one case, family violence.
Needs of Specific Groups
Grandparent caregivers. While sharing similar concerns with others, this group experienced some specific stresses. These caregivers had restricted social lives. They had isolated themselves from their peers because of the responsibilities of caring for the young children of their ill son/daughter. Three of these caregivers had been successful in involving other family members in sharing the responsibility of caring for the children. One 80-year-old grandmother whose daughter lived with her and had a diagnosis of schizophrenia said:
I have never taken any holidays or thought I needed respite because I see my role as an extended one. My hands are always full and I have never been able to attend support groups or socialize with friends. I really think that I have done the best I can do and what upsets me is that I am getting older and can't do much more. That worries me. I know that now she is safe and looked after. But I worry about her future and that of the kids… She has got two unmarried brothers and I think that they will look after her and the children. But there will be their wives…; I just hope that I will live long enough to rear my grandchildren till they are old enough to look after themselves…; they have a long road ahead of them…; see, I am rearing two more again. Have to think of their school, their lessons, what will happen to them and I hope I have the strength… In many cases these grandparents were the backbone of their ill relative's families. Often the behaviours of their ill daughter or son caused them considerable distress and financial strain. Despite their own ongoing health problems, they provided care for their grandchildren often without involving the health system or other authorities for fear that this could result in the grandchildren being taken away and placed in foster care. One grandparent caregiver, whose daughter had a mental illness but lived separately with her two young children, said that she had to ring up every morning to ensure her daughter was well enough to send the children to school. On the days when her daughter was not well enough she had to drive to her daughter's house, get the children dressed and ready for school, drop them off, and pick them up after school.
The ongoing worries about the safety and well being of their grandchildren had forced two grandparent caregivers to apply for partial legal custody of their grandchildren. This decision had created its own set of problems. The process of making an application for custody involves giving evidence that one's own adult daughter or son is abusing or neglecting their children. Doing so can be emotionally demanding for parents and also involves the risk of conflict with their ill adult child. In one case the grandparents put in an application for custody but the judge had turned it down and gave custody to the father of the children, despite considerable evidence that the grandparents were providing much of the ongoing care and support. The grandparents were unhappy with the arrangement because of their inability to take any decisions regarding the children's upbringing, the lack of stability in the children's life due to going back and forth between their parents' and grandparents' homes, and the reluctance on the part of the mental health and legal systems to give them any information. The grandparents felt that they were providing all the care but had no rights. In the caregiver's own words, "It was as if the systems were telling us, 'It's okay for you to look after them but you do not have rights to have any say in it. '" In the case of a 70-year-old grandmother whose son had schizophrenia, the custody issue had resulted in an unresolved family conflict. The son had two children, the younger one with a severe disability. Since the grandmother was too sick, her daughter (the children's aunt) applied for and was successful in gaining custody of the children. The following anecdote expresses the aunt's distress and the family's needs: …the children had been traumatized for so long seeing their father moving in and out of hospital, family conflicts over custody…especially the younger one with the brain injury who needs special care. My brother did not understand all this. Instead he blamed us for putting him in hospital and taking away his children…We were getting no help from the mental health system…all that they were doing was scheduling him in for a short while and then letting him out without any follow up. What has happened as a result of all this is that he learnt to distrust us-his own family. We were a family that had its arms open wide to do anything to support him but the system broke that thread…if there was any way at all that we could get to a point where they could help us bring him to a stage where even if it was once a week he looked at his children and interacted that would have been a success. And that was all we wanted from the mental health system. These anecdotes highlight that providing ongoing care and support for children whose parents experience mental disorders can be extremely stressful and demanding on grandparents (and the siblings who are involved). Stress may entail not only physical and emotional distress but also financial strain, legal complications, and family conflicts as more than one family member may be involved in caring for the children. Considering the price that these grandparents (and other family members) pay for providing care and keeping the family from falling apart, these caregivers need assistance and support from service providers. This support must be offered in a holistic way and professionals from different organizations and disciplines may need to work together to ensure that the needs of the different parties are met. It is important to ensure that professionals working with such multigenerational families have special training and supervision.
Elderly caregivers. There were nine caregivers who were in the 65 and above age group. Despite their own health and financial problems, they helped their relative with the management of money, ensured that they took their medications, cooked, shopped, and even did their housekeeping. Most had become resigned to their relative's failure to improve and had given up hope that they could ever participate in any gainful activity. These caregivers expressed worries about their relative's future. A 75-year-old caregiver whose son had schizophrenia said:
My son spends the whole day in bed with nothing to do and has put on a lot of weight. I wonder what he will do when I am no longer around to help him with the shopping, cooking, housekeeping, and all…; His voices may drive him crazy and I worry that he may take his life. All he gets is medication and a fiveminute consultation from his doctor once every month. Why can't they teach him some skills so that he can be better off…; at least look after himself when I am gone.
Despite their concerns, none of these caregivers had planned for the future of their relative, perhaps because of not knowing what was available. Only two were hopeful that their relative would be cared for by their siblings. They had little trust or confidence that the needs of their relative would be met by the mental health system when they were either deceased or too frail to provide care.
Elderly and grandparent caregivers are currently a great help to the mental health system. As highlighted by Hatfield, "once they are no longer available, the system could find itself under heavy pressure to accommodate the baby boom bulge of consumers whose parents are elderly or dying. It is important that transition away from dependence is accomplished while the parents are still alive and well to assist in the transition" (1997).
Lack of Rehabilitation Services
With the exception of some elderly participants who held little hope that their relative could improve, and the new caregiver participants who were more concerned with coping with the trauma of mental illness and learning to navigate their way through the mental health system, a significant source of frustration for all participants was the lack of services and supports that could help their relatives regain skills to live independently and/or engage in constructive activities. Experienced caregivers were positive that their relatives could undertake paid or voluntary work, study, or participate in some leisure activity if they had support and encouragement from their treating professionals. Many believed that the improvement they had seen in their relative while they were in the hospital and participating in activities was not sustained once they were discharged. In the absence of follow-up care, the task of motivating their relatives to participate in such activities fell solely on them.
My son is out of hospital now. He is so much better now than when he went in, but now he really wants to be involved in a lot of things during the day. Everyday he rings me at 7 o'clock in the morning asking 'what are we doing today mum?' And I have to rack my brains …; what can he do today…; not shopping again…; he needs to do something where he can use his brains… How Caregivers Were Dealing With Their Situation A significant observation was that participants, despite the physical, emotional and financial pressures associated with caregiving, did not perceive their relative as a burden. They did not want to shut their doors on their relative or relieve themselves from providing care. It was evident that many of them were trying to do their best with the limited resources that were available. Twelve experienced caregivers from one support group were in the process of forming a local advocacy group and planned to take their concerns to their local ombudsman. They were angry at the poor treatment their relatives had been receiving from the local hospital and the lack of support services in their area. Almost all experienced caregivers said that their ongoing battle with the illness had made them stronger emotionally. Around a third of the experienced caregivers (6) said that they now felt confident to question the decisions of mental health professionals and "were no longer prepared to take things lying down." The following anecdote describes how one caregiver whose daughter had bipolar illness had "learned to tackle the mental health system." They wanted to discharge our daughter into our care but we refused to take her back…; we said to the mental health team that she does not live with us…; It was very difficult not to take our child back into our house…; but we had to do this to make them kick in and do something to help her. Our strategy did work because they found her a supervised residence which has been beneficial in the long term because she has not been back in hospital since. If we all banded together and refuse to take them in, the system will have to listen to us.
Discussion
This exploratory study set out to investigate the caregiving experiences and support needs of a diverse group of family caregivers of people with mental illness. Though more than half (64%) of the participants in this study were female caregivers above 50 years of age, the study sample was diverse, as it included different caregiver groups such as grandparent and elderly caregivers, inexperienced caregivers with less than two years of experience, and a small group of caregivers from non-English speaking backgrounds. Overall the findings of this study are consistent with previous findings (Hatfield, 1997; Karp & Tanarugsachock, 2000) that caregivers' experiences and needs vary depending on factors such as their experience of caregiving, their stage in the life cycle, stage of their relative's illness, and the availability of support.
In keeping with other studies (Huang & Slevin, 1999; Hogman & Vleesschanwer, 1996) , all caregivers experienced stress arising out of feelings of helplessness and loss of control, tiredness, isolation, fears for their (and their relative's) safety during periods of escalating mental health crisis, and anxiety related to their relative's future. Evidence from this study suggests that elderly, grandparent, sibling, and ethnic caregivers experience additional stresses arising out of their specific situations. While elderly caregivers may worry about their relative's future, grandparent and sibling caregivers may be involved in complex and stressful issues arising out of legal and custody matters of grandchildren, family conflict, caring for sick or disabled grandchildren, and financial and physical strains from having to provide intermittent care for their relative and his or her family. Ethnic caregivers in particular may experience difficulties gaining access to any kind of mental health support.
Findings suggest that a large measure of the stress experienced by caregivers may be associated with the lack of essential supports such as crisis information and support services, continuity of care, psychosocial rehabilitation programs for skill development and participation in work or education, caregiver counseling, and respite services. There also seems to be an absence of a holistic approach to meeting the needs of caregivers. Findings highlight that a significant source of frustration for caregivers may also arise from professional attitudes that convey feelings of guilt and self blame, indifference on the part of professionals towards the caregivers' experiential knowledge of the illness, exclusion from decisions related to the treatment and care of their relative, and poor handling by professionals of issues related to privacy and confidentiality, which sometimes led to rupturing of family relationships and violence. Similar findings have been reported by other studies (Atkinson et al, 1992; Johnson, 2000) .
Although this study is limited because of its small sample size, poor representation from some caregiver groups (spouse, sibling, young and ethnic), and lack of data on the experiences and perspectives of service providers, the findings are nevertheless informative. They have many implications for practice and policy.
In recent times, family education and support programs have gained increasing popularity, and as highlighted earlier, governments in several countries are investing significant resources in their development. The findings of this study suggest that in view of the diversity in the needs of different caregiver groups, such generically designed programs may be of little value to many caregivers, especially those who are experienced, grandparents, elderly, and hailing from ethnic backgrounds. Current findings in no way discount the value of these programs, as they may be of significant benefit to some caregiver groups, especially those who are new to their caregiving role.
However, in view of the diversity in the needs of caregivers, it may be more beneficial if resources are deployed in helping them to develop individualized support plans that are based on a holistic assessment and understanding of their specific needs, their experience with the illness, length of the caregiving role, current family and personal circumstances, and their cultural background. These plans can be assessed and revised periodically in keeping with the caregiver's changing circumstances. A similar suggestion was made by the National Service Framework for Mental Health, England and Wales (Department of Health, 1999) . Caregivers have a right to this individualised and holistic approach to support not only because they shoulder the burden of mental illness but also because governments have allocated increased resources for caregiver training and support programs (Pagnini, 2005) Individualized caregiver support plans have the potential to preserve caregiver health and may even improve mental health outcomes in the long term.
The study findings also highlight that caregivers want more interaction with professionals, involvement in the treatment and care decisions of their relatives, and recognition for their experiential knowledge about the illness. This calls for professionals and caregivers to work in 'partnership,' a strategy that has been vigorously promoted by mental health policy makers as a means to empower service users (National Mental Health Plan, 2003) . Partnerships between professional staff and caregivers, if properly established, can have several mutual benefits. They can provide scope for staff to learn from the experiential knowledge of caregivers and thereby may help to change attitudes towards caregivers. They have the potential to enhance caregivers' trust in the mental health system, and decisions related to confidentiality and privacy may become more transparent.
As suggested by the participants, caregivers may experience greater support and confidence in professional judgments if fellow caregivers are part of mental health and crisis support teams and are involved in providing support. When staff and caregivers work in partnership there may be more scope for providing the much needed support services discussed earlier. Staff can help to raise caregiver awareness by providing educational support on issues such as mental health policy and legislation, consumer and caregiver rights, and the role of treatment and rehabilitation programs for recovery. The purpose is to build caregivers' capacity for collective action that will bring pressure on local mental health services and power groups to provide better services and programs.
Despite their obvious benefits, partnerships between staff and caregivers have been slow to develop in the area of mental health for a number of reasons. Firstly, partnerships require that staff give up outmoded ideologies about family pathology and develop sensitivity to caregivers' needs. Secondly, partnerships call for the sharing of power between staff and caregivers and the ability on the part of staff to listen and sometimes acknowledge their ignorance. Mental health staff, especially those working within the medical model, are used to being in a position of power and being considered as experts. Thirdly, if partnerships are to be truly effective, caregivers must be appointed as staff of mental health teams and provided with training, supervision, and support. This solution has policy implications and requires additional investment from mental health services. Additionally, as noted by Fawcett and Karban (2005) , caregivers appointed as staff must have access to career paths within the system in order to minimize the chances that the power imbalances that currently exist between providers and caregivers are not repeated.
From the point of view of consumers, it is important to ensure that such partnerships do not reinforce the powerlessness that consumers already experience. There is the risk that professionals may unintentionally or intentionally influence caregivers to adopt professional beliefs and roles, thereby diminishing their unique contribution. Lastly, as highlighted by Sayce (2000) , often relationships between caregivers and their relatives are mutual and reciprocal and it is important to ensure that involvement of caregivers as providers does not jeopardize these relationships. In summary, the previous discussion, while supporting the development of partnerships, highlights some of the tensions that may arise.
[Mental health] staff can help to raise caregiver awareness by providing educational support on issues such as mental health policy and legislation, consumer and caregiver rights, and the role of treatment and rehabilitation programs for recovery.
One of the limitations of this study is the lack of data on the experiences and needs of professionals. Despite this, the interviews provided evidence that mental health staff are often laboring under conditions of severe resource limitations. Their perceived indifference to the needs of caregivers may partly be due to the conditions under which they are forced to operate. Furthermore, the findings suggest that in the current context of care, staff will need a high level of knowledge and skills not only in clinical mental health practice but also in areas such as assessing diversity and providing appropriate interventions, working in partnership with service users, networking, community development and psychosocial rehabilitation. Staff working with multigenerational families may be faced with multiple issues which, as discussed earlier, may involve collaborating with professionals from different organizations and disciplines to ensure that the needs of the different parties involved are met and help is provided in a holistic way. In view of the complexity of their work, staff will need access to appropriate tertiary-level training, ongoing supervision, and support.
In conclusion, this exploratory study has attempted to identify the support needs of a diverse group of caregivers whose relatives were at various stages of recovery from mental illness. Despite the limitations of the study, the findings are significant because they highlight the fact that the needs of caregivers may vary depending on several factors. The study also suggests that mental health staff need better training and support to assess the diversity in those needs and to provide appropriate holistic interventions. The findings of this study call for further research on the needs of specific caregiver groups and the development of interventions and resources that can meet the needs of these groups.
